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Abstract: A The COVID-19 pandemic has had a considerable impact on the organization of psychiatric
care. The present study examines how care professionals experienced this period and faced these new
constraints weighing on their professional practices. Based on a qualitative research methodology,
13 group interviews with healthcare professionals working in psychiatric wards were conducted in
five countries in western Europe. To complement this, 31 individual interviews were carried out
in Belgium and France. Public health measures hindered certain therapeutic activities, jeopardized
communication, and obliged healthcare professionals to modify and adapt their practices. Confronted
with a transformation of their usual roles, healthcare professionals feared a deterioration in the quality
of care. Impossible to continue in-person care practices, they resorted to online videoconferencing
which went against their idea of care in which the encounter holds an essential place. The lockdown
contradicted efforts to co-build care pathways toward readaptation, social reintegration, and recovery,
thus reviving the perception of psychiatric hospitalization based on isolation.

Keywords: COVID-19; digital technologies; mental health; professional healthcare practices; psychiatry

1. Introduction

The COVID-19 pandemic forced psychiatric and mental healthcare services to adopt a
set of public health measures aimed at limiting the risk of the spread of the virus. Indeed,
as other past pandemics have shown us, these wards are particularly at risk of becoming
sources of contamination due to group living arrangements and the vulnerability of the
patients [1,2]. Adopted measures include wearing face masks, respecting minimal physical
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distancing, the repeated disinfection of surfaces, regularly airing out spaces, screening
tests, stopping all group activities, closing wards, suspending outings and visits from
relatives, prohibiting any circulation between wards, and setting up certain activities on a
remote basis.

In this context of sanitary crisis, mental healthcare professionals have been confronted
with a challenge that is two-fold: preventing the risk of contamination [3,4] and ensuring
a continuity of care [5]. The relational dimension of care is central in psychiatry, a med-
ical domain where communication is the main means of care [6,7]. The measures taken
to prevent the transmission of COVID-19 have greatly jeopardized the continuation of
common therapeutic practices, whether these be consultations, group therapy, or social ac-
tivities. Physical distancing measures have limited communication, particularly non-verbal
communication [8], or the perception of scents [9]. Physical contact has been banned by
these measures, therefore curbing gestures of welcome, affection, and reassurance [10]. In
addition, healthcare professionals, particularly nurses, have been mobilized to conduct
new and repeated activities linked to hygiene, tests, and surveillance against COVID-19,
which takes away from the time dedicated to their patients.

When these new occupational constraints were implemented, the working conditions
were already strained in psychiatry and mental health contexts in many countries before
the onset of the pandemic [11,12]. Indeed, in addition to the dual hardship of mental and
physical work inherent to working in psychiatry and mental health [7], difficulties due to a
lack of resources prevented healthcare professionals from working in conditions that would
ensure quality care. Professionals in the field regularly pointed out these difficulties, adding
that recruiting new volunteers to be trained to work in psychiatry and mental health has
been complicated for several years [13]. This is all the more worrying, as the mental health
care needs of the European population have been increasing in recent years, and researchers
and professionals have announced a “psychiatric wave” following the COVID-19 health
crisis [14], suggesting that there is a new work overload for working professionals.

In this article, we consider how psychiatric healthcare professionals experienced this
period and how they have adapted to the coercive measures adopted in hospital wards.
Our focus here will notably highlight their perceptions of care, which is considered to
be relational work [15]. Forms of care, defined as “a set of words and acts responding to
values and aimed at supporting, helping, and accompanying persons who are fragilized in
their body and mind” [16], have indeed been significantly impacted by physical distancing
measures. Reorganizing wards in response to the new demands has also re-fashioned the
roles of psychiatric healthcare professionals and the way in which they identify themselves
in terms of intra, inter, and trans-professional interactions [17]. We propose analyzing how
healthcare practices have been affected by public health measures and how the adaptive
efforts carried out call into question both the values attributed to care in psychiatry and
those associated with the roles of healthcare professionals.

2. Materials and Methods
2.1. A Qualitative Methodology

This work is based on a qualitative research methodology using in-depth group and
individual interviews. These interviews were carried out within the PsyGipo2C research
project financed by the French National Research Agency and the Centre Val de Loire
Region. The PsyGipo2C project takes a particular interest in the impact of COVID-19 on
mental health and psychiatry professionals in Europe. Our research protocol received
the approval of the ethics council of each of the partner countries in this study: Germany,
Belgium, France, Italy, and Luxembourg.

Stimulating collective reflection, the group interviews aimed to understand how psy-
chiatric healthcare professionals faced the sanitary crisis linked to the COVID-19 pandemic
and the experience and observations they drew from it for their therapeutic practices. These
group sessions allowed various points of agreement and disagreement to emerge about
shared experiences [18]. Organized by the study partners in each country, the groups were
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composed of four to ten participants from different professions working in the same ward.
In addition to producing data, the group discussions served to share experiences and to
build interprofessional reflexivity.

Individual interviews were also carried out in two francophone partner countries:
Belgium and France. These individual interviews helped to situate the elements that were
highlighted in group discussion within singular, individual experiences, and personalized
thought processes.

An interview protocol for individual and group interviews were designed after a
systematic review of the international literature [19] and following exchanges with members
of the scientific board who also work in psychiatric wards [20]. These questionnaires were
designed with three main themes: organizational adaptations and modifications, use of
follow-up methods integrating digital tools, and personal and professional experiences
related to the crisis. Group interviews were organized by our partners in Germany, Belgium,
Italy, and Luxembourg. The research officer and senior research officer participated in
the group interviews and oversaw the study in order to harmonize the methodological
approaches. They were involved in the research project from the beginning of the protocol,
they have degrees in social sciences, and they were able to answer all questions related
to the research project. They also carried out individual interviews. No fixed question
order was assigned in order to allow for a freer dynamic during the discussion, and the
questions themselves were adapted to contextual variations and the singular experiences of
the participants. Interviews were anchored in the reality of the situations encountered while
also encouraging a reflection on these experiences [21] in order to avoid the pitfall of general
and preconceived remarks about the sanitary crisis. With an approach stemming from
experiential social sciences [22], we have taken care to situate these experience narratives
according to their specific context.

These interviews were carried out between March and May 2021, about one year
after the beginning of the COVID-19 pandemic and at the onset of many public health
measures that changed over time. At the time of the interviews, the vaccination rate was
very low in European countries, and most public health measures were maintained in
psychiatric wards and within the general population. In order to carry out these interviews,
the authors were required to adopt preventive measures: wearing masks, washing their
hands regularly, using hydro-alcoholic sanitizer, keeping a distance of two meters between
them, and airing the room for 10 min between interviews.

2.2. Interviewee Profiles

Participants who made an informed choice to participate were recruited by study part-
ners on a volunteer basis [23]. For this convenience sampling, special attention was given
to include a diversity of professions and professional experiences in order to better grasp
how the impact of the public health measures could vary according to socio-professional
cultures. The professionals who participated in the individual interviews did not know the
interviewer and were not expected to meet with him afterwards. In the case of face-to-face
interviews, consent was obtained from all participants in writing.

In all, 13 group interviews (GI) and 31 individual interviews (II) were carried out
with healthcare professionals working in psychiatric wards, for a total of 96 participants
(see Table 1). Due to the sanitary context, group interviews were conducted remotely via
videoconference. However, the majority of the individual interviews (24/31) were carried
out in person in order to foster optimal communication conditions. Individual interviews
lasted between 28 and 71 min, resulting in an average duration of 54 min. Group interviews
lasted between 43 and 88 min, resulting in an average duration of 59 min. Among the
participants, 64 were women and 32 were men, correlating to the overrepresentation of
women in certain professions, notably social work and nursing. At the time of the pandemic,
all of the professionals who were interviewed were working in psychiatric and mental
health services. Some of them temporarily worked from home or were assigned to wards
to care for patients with COVID-19.
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Table 1. Distribution of group and individual interview participants according to profession in
psychiatric wards.

Profession Germany Belgium France Italy Luxembourg

GI 1 GI 2 GI 3 GI 4 GI 5 II GI 6 GI 7 GI 8 II GI 9 GI 10 GI 11 GI 12 GI 13

Psychiatrists 2 - - - 1 1 - - - 4 1 2 - 2 - 13
Psychologists 2 - - - 1 2 - 2 - 2 1 2 - - - 12

Psychiatric
nurses - 4 5 2 4 2 1 2 4 3 - - 1 2 30

Nursing
assistants - - - 1 1 - 2 - 1 1 - - - - - 6

Social workers
(specialist
educator)

- 1 - - 1 2 - 1 1 2 1 - - 1 - 10

Occupational
therapists,
physical

therapists

- - - 1 1 2 - - - - - - - - 3 7

Other
(secretaries,
assistants,
students)

1 - - - 1 4 2 - - 5 - - 5 - - 18

Total 5 5 5 4 10 13 4 4 4 18 6 4 5 4 5 96

2.3. Interview Analysis

Individual and group interviews were recorded by dictaphone and were fully tran-
scribed before being imported in the NVivo© analytical software program (QSR Interna-
tional, Doncaster, Australia). Group interviews in German and Italian were transcribed
and then translated into French by the concerned partners. The process of retranslating
the content from the target language to the source language in literal terms was carried
out through a back-translation process [24]. An iterative process was used to draw up a
thematic analysis tree in French in collaboration with the partners [25]. In other words, the
authors made on-going and progressive adjustments to the thematic analysis depending
upon the research question and the interview data [26]. In the first step, the two authors
coded two group interviews and five individual interviews in order to verify the coding
correlation. Then, the thematic analysis tree was adjusted to provide more detail to cer-
tain categories. Then, the analysis tree was validated by all of the partners, and the two
researchers proceeded to code the entire corpus of interviews.

3. Results

Four main thematic axes highlighting the most significant aspects of the psychiatric
experiences of the healthcare professionals, and merit analysis is adapted here. These
axes are the cessation of certain therapeutic activities, the adoption of new roles, questions
surrounding the relevance of the public health measures, and the ways in which digital
technology was used to adapt to the situation.

3.1. Ceasing Certain Therapeutic Activities

The onset of the pandemic and the deployment of strict measures, particularly during
the lockdown periods, considerably affected the continuity of therapeutic activities in
psychiatric wards. In order to limit the risk of contamination, preventive measures were
put into place within these wards: a reduction in the number of hospitalized patients; the
closure of certain services; the interruption of out-patient consultations; the suspension of
external activities, outings, and visits; and the establishment of special units, in which wards
were divided into smaller units to avoid circulation between wards. The professionals
described their impression of these “frozen” and “idle” wards and described feeling as if
they were on stand-by and as if “it were a long drawn-out month of August”; for some,
certain wards were like “phantoms”, at a complete standstill.

“The pandemic blocked the ward where I work. [ . . . ] for us, agents and professionals, it
was very hard to feel useless and to not be able to do our job.” (Woman, psychologist,
GI 10, Italy)
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Certain activities that had been interrupted were important in the therapeutic pro-
cess. Their suppression forced healthcare professionals to propose alternative activities
to patients so as to not leave them with “nothing to do”. However, these supplementary
activities were not as therapeutically relevant. Often, it was no longer possible to rely on the
daily activities that provided patients with structure for participation. Hospitalized patients
were no longer allowed to do dishes, set the table, or do laundry. It was presumed that the
patients would not know how to apply the new standards of hygiene that these activities
now required. More broadly, group activities–often used in psychiatric therapy–were
frequently proscribed, drastically limiting the realm of therapeutic possibilities.

“It is true that we have patients for whom our goal is to re-socialize, to rehabilitate them
through group work notably. All of this was stopped. [ . . . ] It is true that our range of
care treatment was amputated of its group dynamic . . . whereas, in psychiatric wards,
this is an important aspect.” (Man, psychologist, GI 5, Belgium)

Another difficulty was the closure of certain social, administrative, and care services
that often work in close collaboration with psychiatry. Social work and insertion projects
were suspended; professionals could hardly work on organizing outings. They had the
impression that their patients were blocked in a sort of “in between” and that they were
“sidelined”; they could no longer meet with family members to prepare any returns home.
The fact that activities outside of the care structure became impossible contributed to
“disconnecting” patients from the outside world even though the professionals continued
to search for ways to maintain these connections.

In addition to the suppression of activities, mandatory physical distancing and face
masks hindered communication with patients. This led to a partial loss of non-verbal
communication and some expressivity, making it more difficult to establish the trust that is
necessary in psychiatric care.

“The contact with the patients changes in the first instance, when you put up a plastic
screen between patients, between patients and visitors, like we do, there is always a certain
separation that is palpable in the discussion.” (Man, psychiatrist, GI 1, Germany)

Wearing face masks changed methods of communication, particularly in terms of
expressing emotions and affect. Methods of communication had to be adapted since body
language is at the heart of the therapeutic act in psychiatry.

“I would say that wearing a mask, in everyday care, is very complicated because patients
can’t see our emotions. What we can convey, we are almost obliged to put everything
in quotes and “overact” [ . . . ] overact with our eyes to express emotions we could have
conveyed through a smile. [ . . . ] And we work a lot with our bodies, with our presence.”
(Man, psychologist, GI 7, France)

The public health measures led to an erasure of the body in the care relationship.
Banning physical contact notably impeded gestures of comfort or expressions of empathy.
Care was thus deprived of its bodily and tactile dimension, which is valued by nursing
cultures of “care”.

“There are patients who react well to touching, now that is all over. The fact of holding
back, from holding a hand, from letting someone rest their head on your shoulder because
they want to lean over, it’s all over. For elderly people, who don’t see their families
anymore, it was quite damaging. [ . . . ] It was complicated to tell them: “No, we can’t
touch you.” (Woman, nurse, GI 8, France)

Physical distancing led to a modification in how interactions were performed in order
to preserve the empathy and sincerity necessary for care. Restructuring spaces in order
to ensure physical distancing hindered formal exchanges, but also less daily interactions.
Distancing also concerned patients among themselves, affecting their communication and
the relationships they could have built.
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3.2. Taking on New Roles

Organizational changes affected caregivers and their roles, leaving them less available
for mental health and psychiatric care. Some professionals were moved to units that were
in charge of COVID-19 patients.

“We stayed closed down for three months to make room for COVID-19 wards. For me, I
was catapulted into the electroconvulsive therapy unit, where I had never worked; luckily
the anesthesiologists helped me out, it was really tough.” (Woman, nurse, GI 9, Italy)

The activity of caregivers who remained in their units was also reshaped in response to
COVID-19. Nurses and nursing assistants were occupied with hygienic tasks, Polymerase
Chain Reaction tests (PCR), and applying and monitoring preventive measures. These
healthcare professionals were the most impacted by the excess work linked to the daily
struggle against the risk of contamination. In some cases, occupational therapists, special-
needs workers, and social workers came to help them and were thus forced to neglect their
own usual work. This shift in work tasks led professionals to take on new roles that far
from their habitual skills. Due to this, many felt a loss of meaning and sometimes difficulty
in finding their place.

“Sometimes, we don’t know how to make ourselves useful, so there are moments when we
feel useless, not knowing what to do, where to go . . . [ . . . ] An uncomfortable position to
be in. [ . . . ] Sometimes, it was like being a student-intern.” (Woman, psychomotor
therapist, GI1 3, Luxembourg)

Being required to monitor preventive measures absorbed the energy of many profes-
sionals. Many had the feeling that they were playing a controlling role, that of a “policeman”
or a “guard”, which they did not feel was relevant to their prerogatives.

“It is true that I took respecting these measures to heart, because I felt as if I was also in
danger. During this first wave, I don’t remember having done any psychiatry, I felt more
in a disciplinary role . . . “Be careful, don’t touch everything, wash your hands, stay at a
proper distance” . . . I think I must have repeated that four hundred times.” (Woman,
nursing assistant, GI 4, Belgium)

The need to constantly monitor preventive measures, to incessantly repeat things to
patients who had difficulties integrating them due to their mental troubles, interfered with
care and treatment. Some professionals did, however, appreciate trying other functions.

“I was part of a team of caregivers for a month, and I found the experience quite enriching,
very positive. [ . . . ] I could see a bit of what my colleagues do, and I think that allowed
us to create a stronger professional bond, so . . . seeing a bit of what they deal with every
day.” (Woman, social worker, GI1 2, Luxembourg)

If most professionals felt that they “did a good job” in applying the hygiene rules,
some feared that they would lose the “human” contact of care. The communication with
their colleagues was also hindered by the public health measures, and some noticed less
coordination during care. Others felt as if they no longer worked in mental health or
psychiatry, but rather that they were only scratching the surface and were only doing
busy work. Confronted with the sanitary crisis, they lowered their therapeutic ambitions,
preferring to postpone costly psychological activities.

“We had to relax, contain our anxiety [ . . . ] Psychological care, well that was pushed
to the back burner, it required a lot of energy that we didn’t have at that time. [ . . . ]
For me too, sometimes, it was nice to sing a karaoke or to go on a genuine walk outside,
rather than guide my self-affirmation group, which requires a lot, which gets patients to
work on their problems, because there was a lot of fatigue . . . ” (Woman, psychologist,
GI 7, France)

Affected by new professional constraints or sometimes to difficulties to relax and
reenergize in their personal life, healthcare professionals shared the “fatigue” felt by
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their patients concerning the situation that pushed them to decrease the intensity of their
therapeutic work.

In confined circumstances where many outside activities were forbidden, special
relationships–less focused on therapy–were paradoxically built. Being together over a long
period of time and sharing the experience of this unprecedented crisis led to a confusion
regarding familiar and friendly relationships. This impression was strengthened by the fact
that the professionals themselves were affected by the restrictions that impacted their own
social lives. Indeed, many felt that they better understood what their patients were going
through. As medical appointments were only rare, authorized encounters, patients and
professionals tended to show a greater tendency to treat them as ordinary social encounters.

3.3. Questioning the Relevance of Public Health Measures

While fearing the risk of contamination outbreaks in their units, certain professionals
questioned the relevance of the implemented public health measures due to the impact on
care and the mental health of their patients. Many shared the feeling that these measures
changed the quality of care and sadly remarked that their patients’ psychological troubles
had deteriorated, whether they be hospitalized patients suffering from the restrictions
placed on activities or out-patients confronted with the public health measures applied to
the general population.

“We all had our psychotics in out-patient care and who were more or less stabilized, but
no longer had any bearings! [ . . . ] And then we saw them come back to be forcibly
hospitalized, because what was keeping them going, providing them with some balance
with the outside, was no longer there. [ . . . ] So, we had, between March and the
beginning of June, 30% more of forced hospitalizations than other years [ . . . ] They
let themselves go; psychologically, they are not doing well . . . ” (Man, psychiatrist,
II, Belgium)

Some professionals admired the resilience of their patients who were facing the im-
posed restrictions. Nevertheless, many felt that the measures were too strict and unfavor-
able for mental health. In one Belgian hospital where patients could not go outside, their
isolation was felt to be harmful, sometimes described as a “prison” or a “hostage situation”.
The professionals were outraged that their patients could not meet their loved ones: for
one year, they could only have short visits in an outside lobby, behind Plexiglas. Some
professionals felt that the measures, which were stricter for the patients hospitalized in
psychiatry units than they were for the general population, were discriminatory toward
patients suffering from mental illness.

“There was no way to re-energize, in fact, for the patients. [ . . . ] We would ask them
to get up only to twiddle their thumbs in a room . . . Nothing made sense for them.
We could really sense a depression settling in the patients. [ . . . ] I tried to contact a
person who was in charge of patients’ rights, to ask him: “How far should we go with
this restriction?” [she laughs] because we are killing them . . . ” (Woman, specialist
educator, II, Belgium)

Several professionals mentioned the excessive application of preventive measures that
put the mental health of their patients in danger. Facing this risk, certain professionals
tried to negotiate the margins of action and freedom for their patients; others transgressed
the rules when the “psychological survival” of their patient seemed to be threatened.
Some professionals, who felt that they were personally at risk of developing a severe form
of COVID-19, believed that the public health measures should have been more strictly
enforced, but many others disagreed, considering that the impact on mental health would
be more damaging compared to the benefits in terms of limiting the epidemic. Some rules
were less respected, as their relevance in terms of risk of infection was not obvious for the
healthcare professionals.

“Elderly people don’t understand you very well already. And now in our unit, we have to
wear our mask all day long, I find that difficult. When we have to do consultation visits,
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we have to get close for them to understand us. We have to do everything in any case, we
have a very close contact with the patients.” (Man, nurse, GI 3, Germany)

The healthcare professionals sometimes found themselves in situations where they
had to explain and enforce measures that they themselves did not adhere to; measures
that they found incoherent or even contradictory. Although they had different missions,
the different categories of professionals who were interviewed shared the impression that
the imposed conditions did not allow them to ensure quality care. Specialist educators
regretted that they could not carry out planned activities. Social workers felt that the work
they had begun was blocked. Nurses said they no longer had any time to talk with their
patients. Psychiatrists could no longer explore certain therapeutic dimensions. The feeling
that hospital and working conditions were deteriorating and causing changes in their
patients’ health led to a fatigue associated with forms of suffering for the professionals,
combining worry, outrage, and discouragement. Some mentioned a feeling of saturation
and less mental availability for their patients. These professionals also stressed how much
the restrictions of movement imposed upon their patients went against their autonomy.
Isolated from the outside world, these patients became more and more dependent upon
the care structure. Certain professionals also had the feeling that the rationale behind the
sanitary measures to contain the pandemic had overridden psychiatric care and that care
ethics were undermined.

“We focused on the containment of infection. [ . . . ] We didn’t want to get sick ourselves.
[ . . . ] That is why we did everything we could and accepted certain things that didn’t
work. That led to a loss in the quality of care.” (Woman, nurse, GI 3, Germany)

The changing public health measures were also harmful for people suffering from
mental illness. It was particularly difficult for the professionals to adapt and build some
sense of coherency when faced with changing rules.

“It is true that telling them twenty times a day that they have to put their mask back
on really pushes them further back in the corner. [ . . . ] For things that we would have
tolerated in order to create trust and alliance, now we are forced to frustrate them more
seriously. This isn’t how we would have done things in psychiatry: we would have figured
out another way to do things, taking more time to get the same results.” (Woman, nurse,
II, France)

The logic behind public health measures–their strict application to avoid contamination–
contradicts care that normally comprises flexibility, adaptability, negotiation, and adjustment.

3.4. Adapting with Digital Tools and Technology

These constraints pushed the professionals to innovate, notably engaging in activities
without “contact” or the transmission of objects. Some used digital tools to compensate for
certain activities that were no longer possible. The creativity of some professionals in this
domain was thus revealed through the crisis. Some made videos, some organized forums
or games on social media, and others held videoconferencing encounters. Many expressed
the fact that the crisis provided them the opportunity to “reinvent themselves” despite the
restrictions and sometimes rough periods.

“During the second lockdown we were able to take charge, because we had the experience
from the first lockdown, and we did not want to relive the same things. [ . . . ] We put
things into place digitally, we reinvented a new way of working to compensate for this
state of depression and to not suffer from the second wave. [ . . . ] It was a breath of fresh
air to work with this group via videoconference, because we were finally in contact and
felt useful.” (Woman, specialist educator, II, Belgium)

New activities could be proposed thanks to digital tools. However, it was mainly
younger professionals who innovated in this way. For the majority, using digital tools was
limited to remote consultations or online meetings, which helped to maintain a certain con-
tinuity of care despite relational changes. The experiences related to remote consultations,
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which were unprecedented for many, seem contrasted. Some professionals were at first
reluctant toward the idea of remote consultations but were then surprised to discover that
they could maintain therapeutic interactions despite the physical distance and a loss of
non-verbal communication.

Psychiatrists and psychologists explained that this new experience led them to consider
the interest of remote consultations in certain situations. Professionals whose missions
demand more close contact with patients, notably nurses, were less favorable toward digital
tools. They were especially worried about a certain “dehumanization” that these digital
tools would cause, even though the crisis had reduced opportunities for encounters. In
addition, considering psychiatric troubles as a rupture in social ties, some participants
argued that digital tools would only but weaken social links.

“Addictions are first and foremost a disease linked to lack of social bonds. So, [sigh],
eliminating social bonds, I really don’t see the point or interest. [ . . . ] Today, there is
more and more individuality in our societies and families are split and fragmented. [ . . .
] We see more and more psychiatric illnesses, so eliminating this bond even more isn’t
suitable.” (Woman, professional peer support worker, II, France)

Not all professionals considered physical distance as synonymous with social distance.
However, all of them were more or less concerned about how digitalizing encounters
would impact the therapeutic relationship. The physical encounter established a formal
context requiring the presentation of oneself [27] and thus anchored the physical body in
space and time. This would diminish with videoconferencing. One psychiatrist related
that her patients would be dressed in their pajamas on their beds during the remote
consultations, which she described as “regressive”. Other professionals mentioned patients
more frequently missing appointments due to their lack of spatial-temporal understanding
and the fact that they no longer had a material appointment “card”. Without the “physical”
commitment of the face-to-face encounter, the involvement in the care process did not
benefit from the same structure [28], both for the patients and for the professionals. More
broadly, many professionals had the feeling that videoconferencing did not allow them to
work with the same intensity.

“We know well that in therapy, there is all the infra-verbal . . . all of these gestures
of empathy that go through the body, through the eyes, a smell, and that can evoke
very archaic things. [ . . . ] When I say archaic, it is in terms of becoming a baby of
sorts, the baby is a sensorial being . . . [ . . . ] There is something like that, something
intersubjective that is communicated through the eyes, and that has to be embodied.”
(Woman, psychiatrist, II, France)

Other professionals remarked that their “remote” consultations were shorter, some-
times limited to simply checking in or renewing a prescription. Their reluctance to tackle
certain sensitive topics or to work on traumatic experiences was also founded on the fear
of causing discomfort for their patient whom they would not be able to help due to the fact
that they were not present.

4. Discussion

Based on in-depth interviews, our study documents the experiences of professionals
working in psychiatry and mental health who had to adapt to the COVID-19 pandemic.
At the time of the interviews, many public health measures were still being applied in
the concerned countries. These measures caused most of our interlocuters fatigue and
discouragement. Tainted by the morosity of the period, their responses are to be considered
in light of this singular context, which is marked by the imposition of curfews, closures,
travel restrictions, and constraining measures in their own units. This work provides
reflexive feedback on a year of work in psychiatry during COVID-19, with its narrative
necessarily situated in a singular context [29].
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4.1. Different Experiences from One Context of Professional Practice to Another

In all of the countries in this study, the professionals were confronted with an increase
in their workload, which was linked to reorganization and additional hygiene-related tasks
as well as to stress generated from uncertainty. Our study is consistent on this point with
data from the scientific literature [19]. Depending on the human resources at their disposal,
wards were able to reorganize with more or less difficulty in order to absorb the excess
work and to compensate for COVID-19-related work leave. Structures with better human
resources, including diversified teams with specialist educatosr, occupational therapists, or
psychomotor specialists, were able to distribute certain tasks to these professionals who
were limited in their usual activities. These professionals, although frustrated because
they could no longer do their normal work, drew satisfaction from the fact that they were
included in a collective response to the crisis situation.

Applying public health measures proved to be somewhat strict depending on the
units, leaving healthcare professionals little room to maneuver in continuing their activities.
Certain professionals who considered the imposed restrictions untenable saw their distress
increase because it was impossible for them to adjust to the public health measures accord-
ing to different situations and/or the mental health profiles of their patients. Healthcare
professionals working within establishments for the dependent elderly also suffered from
this distress due to imposed restrictions [30].

Although the professionals encountered understood the importance of public health
measures to protect their patients from COVID-19, their attention and sensitivity toward
mental health led them to think about these measures and sometimes manifest their
disagreement or even commit acts of disobedience. It is not our aim here to question the
relevance of the public health measures or the way in which these professionals carried them
out, but rather to reveal how much these measures caused the professionals interviewed
here to face contradictory demands and ethical dilemmas, something that has also identified
in other research work [31]. In addition, many felt alone against the measures decided
by their hierarchy, which in some cases, were impossible to apply due to infrastructural
constraints. In the face of this common challenge, some professionals were more affected
than others, depending on their missions and the available resources, but also depending
on their own sensitivity. Nurses and nursing assistants, who had to deal with a significant
increase in their workload, seem to have struggled with the tension imposed by having
to respect social distancing while ensuring the continuity of daily care. The experience of
these healthcare professionals during the pandemic has been infrequently documented.
Yet, they were particularly hampered in maintaining fragmented patient care relationships,
which are at the heart of their profession [15]. They were also more exposed to patient
difficulties on a daily basis. The informal aspect of their work, which contributes to the
patient feeling more human over the course of daily interactions [29], was particularly
impacted by public health measures. These measures did not always allow the therapeutic
dimensions of daily activities such as meals [32]. Comparatively, psychology or psychiatry
consultations would be easier to conduct with social distancing or remote consultation.
As documented in the literature, these healthcare professionals turned more and more to
remote consultations during the pandemic [33].

4.2. Distress over Measures Going against Professional Values

Beyond these major contextual differences, the public health measures jeopardized the
continuity of care for everyone in psychiatry. The professionals experienced interruptions
in care and communication weakened by social distancing and masks [8]. As a result,
the professionals’ own conceptions of healthcare, at the heart of which the encounter and
communication take a central role, were put to the test. Beyond varying points of view, the
COVID-19 crisis brought common values of care and accompaniment to the surface [16].

Unable to pursue their usual role, certain professionals were frustrated in their per-
ceptions of the meaning of their work. Their activities were restricted, whereas they are
used to a certain independence and autonomy in their work, as the tasks at hand are not
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standardized and thus require initiative and personalized care [7]. This situation where
they were unable to practice their profession according to these rules and expectations
resulted in “occupational identity suffering” [34]. Aggravated by the crisis, the burden
of the perceived impossibility of accomplishing quality relational work in psychiatry had
already been observed in contexts with insufficient human resources [7,35]. Some profes-
sionals acknowledged that this situation had affected their own mental health and that as a
result, they were less mentally available to ensure care for their patients. Our study shows
that psychiatric healthcare professionals, although not on the frontline of COVID-19 care,
have been put to the test by the pandemic in particular. This is consistent with research
showing that healthcare professionals are exposed to, and at risk for, mental health prob-
lems [36,37]. The way in which the professionals accepted temporarily taking on new roles
was indicative of the relationship that they had with their hierarchy, torn between a certain
respect for decisions made and a feeling that the challenges faced during their duties were
not acknowledged. In some cases, the distress of not being able to uphold quality care
was aggravated by the feeling that these difficulties were not recognized by their hierarchy.
Scientific literature data underlines the importance of ensuring a continuity of care in times
of crisis in order to avoid a deterioration in the mental health of patients hospitalized with
psychiatric-related problems [38].

Restrictions on visits and outings undercut the professionals’ efforts to foster recovery.
Indeed, the recovery paradigm supposes that psychiatric service users be considered as
the driving force in their own lives, as fully fledged citizens. Psychiatric wards should
be designed in such a way as to support patient autonomy rather than perpetuate the
conventional role of the patient [39]. Isolation and lockdown represent this backward
movement, undermining any steps taken toward social inclusion and empowerment.
Restrictions on leaving the wards have revived ideas of confinement in asylums [40],
whereas today professionals tend to favor opening units, de-institutionalization, and out-
of-hospital care.

4.3. The Body in the Care Relationship and Remote Care

Experiencing social distancing measures led the professionals to reconsider the impor-
tance granted to the body in the care relationship. This “place” given to the body is defined
differently according to professions. Occupational cultures thus contribute to building
different forms of embodiment [41]. While all consider that nothing can replace the in-
person encounter–considered to be “true” encounters–paramedics and social workers have
shown more worry about the development of digital tools in psychiatric care, fearing a “de-
humanization” of care. The way in which these different professionals apprehend remote
care echoes the distribution of work tasks that necessitate a relative physical proximity
with patients [42].

Nevertheless, this unprecedented context has spurred a reassessment of “relational
psychological care” in the medical world, which has remained hostile to digital technology,
in order to prevent patients from relapsing [43]. The use of digital technology and notably
videoconferencing was paradoxically embraced as a potential form of exchange when
physical encounters were forbidden as well as an impoverished form of communication.
Psychologists and psychiatrists were more easily convinced by the possibilities of video-
conferencing. Experimenting with the limits of remote consultations and enduring a few
setbacks, they came to understand the need to reestablish the right relational distance by
providing a new framework of care [44]. New uses of digital technology have triggered
a recalibration of therapeutic relationships between asymmetry and reciprocity [45]. The
experience of videoconferencing allowed many professionals to overcome some of their
initial hesitations [46].

However, contrary to what is mentioned in certain publications, the healthcare pro-
fessionals interviewed for this study did not consider that this virtual space of remote
consultation could lead to building new forms of intimacy in the therapeutic relation-
ship [47]. The COVID-19 crisis has nevertheless paved the way for the development of
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hybrid care practices, integrating the advantages of remote consultation as a complement
to face-to-face encounters [48].

4.4. Limitations

This work does not pretend to compare countries, which would suppose a systematic
comparison of the specificities in terms of health policies, psychiatric healthcare orga-
nization, and the rights of hospitalized patients. It does, however, analyze, based on
multi-situated investigations, the experience of professionals in singular contexts, revealing
the importance of professional organizations and the means that they had at their disposal
to confront the sanitary crisis.

We can add the limitations that are inherent to all qualitative studies, which are related
to small sample size, potential response bias, and self-selection bias. Furthermore, despite
our efforts to construct an exhaustive interview guide, it is not excluded that some grey
areas were not uncovered during our investigation.

5. Conclusions

The COVID-19 pandemic forced the reorganization of psychiatric and mental health
services and led health professionals to adapt to new situations and contexts that hindered
the continuity of their therapeutic work. Confronted with the dual challenge of managing
the epidemic and ensuring the continuity of care and support for patients, healthcare
professionals adopted postures and attitudes of renunciation, resistance, and adaptation.
Physical distancing measures obliged them to experience relational and organizational
situations, in which they re-evaluated the importance of physical co-presence in care, but
also the opening of their units to the outside world. The tension, and often the contradiction,
that exists between therapeutic requirements and these imperatives of health security and
social control, accounts for the conflictual mode and misunderstandings of daily life within
hospital work organizations [49]. This experience made them question their roles and
missions as caregivers, brushing up against the limits of their values and ethics. As a result
of their shared experience of pandemic constraints, they became particularly sensitive to
what their own patients were going through. Confronted with situations reminiscent of
asylum confinement [49], they implemented innovate and resilient strategies in order to
preserve the dignity and mental health of their patients.
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